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Cmulition of the Periearcli1l1n in the 29 Cases above rnentioned
asfitrnisking Distinct Pcricardial Rub sho’l’tly befo’l’e -Death,
described in the rv07’ds of tlce Post-mortem Account.

Pericardium is adherent "universally," "gene-
rally," "entirely," "everywhere," "universally
and firmly," "extensively" in ............ 15 ’

Pericardium is "adherent and also to chest wall, "

"partly and recently adherent," "a few adhe-
sions" in ........................... 5

’Pericardium is not adherent, but there exists peri-
carditis, " or "roughened pericardium" or

"shaggy cords " in ..................... 5
No adhesions mentioned (probably none existed) in 4

Thus, notwithstanding friction rub until near death, adhe-
sion is firm and general in 15 ; less firm and less general in
4 or 5 ; and 9 only at the utmost are without or with slight
adhesion.

(b) Exocardial sounds are inaudible in ......... 17
Condition of the Perica’l’d&Iacute;1bm in these 17 in the nords of the

Post-mortem Acconnt.
Pericardium adherent throughout "in ......... 6
Pericardium adherent at apex," partially adhe-

rent, " 14 firmly but partially adherent " in ...... 3
Excess of fluid in pericardium in............... 3
"Soft buttery lymph" in .................. 1
"Recent lymph," "flakes of lymph," granular

fibrin, "softly adherent in ............... 4
In 3 of the above cases classed as " adherent throughout,

though there was no obvious exocardial rub, yet there was
noted some extra sound of doubtful origin in addition to the
endocardial murmurs. In one this is described as a "loud sys-
tolic whistling, " in another as a " sibilant quality added to the
murmur," " and in a third as " a little musical systolic sound in
addition to systolic and presystolic murmurs." Independently
- oi these 3, however, we have here 7 cases of inflamed peri-
’cardium, 4 without and 3 with but partial adhesion, yet none
of them yielding exocardial sound.

Putting the same facts in slightly altered shape, and omit-
ting dubious cases where very partial adhesion might with
’equal probability be supposed either to admit of exocardial
sound or to prevent it, it would seem that any precise
diagnosis as to the condition of the pericardium derived from
,exocardial sound is just as likely to be wrong as to be right.
Vhus :&mdash;

1. Cases where, owing to the existence of inflammation,
products described as "lymph," "granular fibrin"
&c., the pericardium not being adherent, friction
sound would have been expected and was heard.
(Diagnosis correct.) ..................... 9

2. Cases of precisely similar character where friction
sound would have been expected, but was not
heard. (Diagnosis incorrect.) ............... 4

3. Cases where, owing to the extent of pericardial
adhesion or to excess of fluid or softness of lymph,
friction sound would not have been expected and
was not heard. (Diagnosis correct.) ......... 10

4. Cases of precisely similar character where peri-
cardial friction would not have been expected but
was heard. (Diagnosis incorrect.) ............ 15

So that diagnosis based upon absence or presence of exo-
cardial sound would be correct in 1 and 3, that is, in 19 ; it
would be incorrect in 2 and 4, that is again 19.
Upon the evidence now before you I take it for certain,

explain the facts as you will, first, that pericardial adhesion
does not prevent exocardial rubbing ; and secondly, that the
presence of such adhesion in fatal cases is much commoner
than would be supposed judging from physical signs alone.
!fast-mortem observation, however, does not fully reflect the
ways of life. What is true for those that die is not neces-

sarily true for those who recover. Pericardial adhesion, in
other words, may be a more sinister occurrence than we

suppose, making sometimes the difference between living and
<lying. That wider question cannot be discussed with our
present material, nor is it, indeed, determinable until the
beating of physical signs upon anatomical states as regards
the pericardium has been more fully investigated and defined.

SANITATION AT BRADFORD.&mdash;The sanitary officers
of Bradiord have been instructed by the corporation autho-
rities to require that in all new buildings water-closets
shall be provided except where no suitable sewer is avail-
able for the drainage of such buildings.

A Clinical Lecture.
ON THE

INTERSCAPULAR THORACIC AMPUTATION,
WITH THE RECORD OF A SUCCESSFUL CASE.
BY THOMAS F. CHAVASSE, M.D., F.R.C.S.ED.,

SURGEON TO AND LECTURER ON CLINICAL SURGERY AT THE
BIRMINGHAM GENERAL HOSPITAL.

GENTLEMEN,&mdash;The interscapular thoracic amputation of
the French surgeons consists of removal of the entire upper
limb and the outer two-thirds of the clavicle. It may seem

to you a formidable operation, but in actual practice, if cer-
tain steps are systematically followed, it will be found to be
a straightforward procedure neither dreadful nor prolonged.
In a rough-and-ready way, each surgeon proceeding in the
manner most agreeable to himself, the operation cannot lay
claim to novelty, for in 1808 an English naval surgeon, Ralph
Cumming, removed successfully in the Greenwich Hospital
for a gunshot injury the scapula, arm and clavicle of a sailor
aged twenty-one years. He was followed in 1830 by Gaetani
Bey at Cairo. Since then many other surgeons have placed
upon record cases in which the operation has been completed
for injury. It is not, however, my intention to consider in
detail traumatic cases requiring such surgical interference, as
every individual case is a law to itself, the operator having to
shape and fashion the mutilated soft parts in a subject
already in a state of profound shock. But’.cases of tumour
in the vicinity of the shoulder offer entirely different features
and in such a systematic plan with slight modifications can
always be readily carried out.
George MacClellan of Philadelphia in 1838 claims to have

been the first to have undertaken the operation to remove at
one sitting the entire upper extremity for tumour, and accord-
ing to Stephen Rogersl he is entitled to such priority. In Great
Britain Mr. Syme, in 1863, was the first operator and he
was followed in 1865 by Sir Wm. Fergusson, but, in
both cases, previous operations had been performed upon the
parts, for the former had removed the head of the humerus
and the latter a portion of the scapula. Most of the surgeons
who immediately followed them first disarticulated at the

shoulder-joint, and then removed the scapula and a portion
of the clavicle. The credit of systematising the operation,
placing it upon an intelligent and scientific basis and demon-
strating how to safely remove the whole limb en masse rests
with Dr. Paul Berger, the eminent Parisian surgeon, who in
1882, as the result of his observations, suggested the per-
formance of the operation by the following steps: 1. The
middle third of the clavicle is resected by an incision
carried along the bone from the outer edge of the sterno-
mastoid muscle to its acromial extremity. 2. The sub-
clavius muscle and adjacent soft parts are dissected back,
the subclavian artery and vein external to the scalenus
anticus muscle are laid bare, and each vessel is secured
with ligatures in two separate places, making a division
of both artery and vein between such ligatures. The object
of this step is to preclude copious haemorrhage and prevent
air entering the subclavian vein when severed. 3. An

anterior or pectoral flap is to be formed. This is accomplished
by beginning the incision at the middle of the clavicular one
and carrying it downwards and outwards across the anterior
fold of the axilla to the inferior angle of the scapula. The in-

tegument is then reflected and the pectoral and latissimus
dorsi muscles divided, together with the cords of the brachial
plexus. The previous ligature of the main artery renders the
proceeding practically bloodless. 4. The affected arm is
drawn forcibly across the chest, and the patient, being
placed at the edge of the table, is rolled over on

to the sound side so as to allow the formation of a

posterior or scapular flap. This is effected by com-

mencing at the acromio-clavicular articulation, where the first
incision terminated and carrying the knife downwards across
the posterior axillary fold to meet the anterior incision at
the angle of the scapula. The skin is reflected to the
posterior border of that bone, the rhomboid muscles, the
levator anguli scapulas and the trapezius are divided and the

1 American Journal of the Medical Sciences, vol. lvi., 1868.
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limb taken awav. At this stage some bagmorrhage may be
expected, as the blood-supply is derived from the posterior
and supra-scapular branches of the second part of the sub-
clavian artery. It is, however, readily restrained by the
pressure of a large flat sponge until pressure forceps and
ligatures can be applied. If these steps be carefully carried
out the flaps will fall together without tension, and as

drainage is readily accomplished healing takes place
rapidly, more so, in fact, than when an ordinary shoulder-
joint amputation has been performed. When malignant
neoplasmata have to be dealt with it is extremely likely that
the integument, from which it is wished to form one of the ’,
flaps, is more or less involved and has to be taken away, so
the ingenuity of the surgeon will be exercised to suggest some
slight modifications of the skin incisions as may seem most
suitable to the particular case.
The man before you, for the notes of whose case I am

indebted to my house surgeon, Mr. Jerome, is twenty-one
years of age, a groom by occupation, who was admitted into
the hospital on May 16th, 1892, having noticed, five or six
weeks before, a swelling on the right shoulder-blade, which
he could not attribute to any blow or injury to the part. His

general health had always been good, and there was no family
history of malignant disease. On admission there was a
tumour extending from the upper border of the right scapula,
near the glenoid cavity, downwards to the lower angle and back-
wards nearly to the dorsal spines ; it filled the axilla. In

places, posteriorly, the skinwas redandadherenttothe growth,
which was soft and semi-fluctuant to the touch, painless except

for some slight aching in the arm. The patient had been an
inmate of another hospital, but after consultation had been
dismissed as beyond relief by any surgical operation. On

May 20th removal of the limb was effected as follows : the
middle third of the clavicle was taken away and the third

part of the subclavian artery secured with catgut ligatures.
The corresponding vein was found to be enormously
distended and in size equal to a large thumb, and to

ligate it doubly was a matter of some little difficulty. As it
was necessary to sacrifice a large portion of the skin which
usually helps to form the posterior flap the anterior one was
fashioned by commencing it at the tip of the acromion and
curving it slightly forwards over the deltoid, then backwards to
the axillary fold, and downwards to the inferior angle of the
scapula. The posterior one began about the middle of the clavicle
and was carried obliquely downwards to meet the previous
one. After removal of the limb the flaps thus formed could
be readily approximated except inferiorly, where a slight
degree of tension resulted. A drainage-tube was inserted at
the most dependent part of the wound. The after-progress
was satisfactory, the immediate shock caused by the opera-
tion was soon rallied from, the pain experienced was slight,

the constitutional disturbances hardly appreciable and on
May 28th he sat up out of bed. Two days later the wound
was reported to be healed throughout except at the lower angle
where it was granulating. Up to the present time (three
months) the man has continued in vigorous health.

After examining the tumour Dr. Ratcliffe reports: "It is a
small, round-celled sarcoma springing from the infra-spinatus
muscle, not attached to the bone, and at its outer margin
undergoing cystic degeneration." "
The advantages of following out this systematic

method are : 1. Excessive bleeding is prevented by securing
the main artery before any extensive division of the soft
structures is commenced. Those parts with their blood-

supply remaining unchecked are not dealt with until the last.
steps of the operation, when any bleeding can be readily and
effectually restrained. Several instances are on record in
which fatal haemorrhage has resulted from the attempt to
remove the whole limb without first securing the main artery,"
2. Air is prevented entering the subclavian vein. This
accident has proved fatal in times gone by, both in traumatic
cases and those undertaken for tumour. 3. Free division of
the soft parts, as remote as possible from a malignant
growth, is permitted, and any axillary deposits detected can
be easily and visibly cleared away. 4. The flap. are readily
approximated and the facilities afforded for the drainage of a
large wound are excellent. Hence primary union, the absence
of septicsemic complications, and a speedy convalescence may
be anticipated.

CASES RECOMMENDED FOE OPERATION.
1. For traumatism.-Injuries in the region of the shoulder

in which the vitality of the immediate structures is rendered
doubtful. By removal of the scapula it may be that suf-

ficiently healthy flaps are secured so as to render a speedy
healing of the stump possible; whilst if disarticulation at the-
shoulder-joint be performed sloughing of the contused parts,
increased risk of septicaemia, healing by granulation and a
tardy convalescence may have to be reckoned with. If there
be actually any slight increase of shock by removing the
scapula, it is more than counterbalanced by the advantages
of obtaining healthy skin for flap formation. Stephen Rogers, ’,

in his report of eleven cases in which the arm and scapula,
had been forcibly torn off by machinery, shows that in all
there was but little hoemorrhage, not much shock, and that
recovery was apparently prompt. It must, however, be notec
that most of the subjects were young people.

2. For neoplasmata.-A. Simple : Under this heading may
be placed large osteo-chrondromata springing from the upper-
end of the humerus and involving the soft parts in their
growth. Such cases have been successfully operated upon
by Syme, Berger, Heron Watson and myself. In the last in-
stance the ablation was performed in January, 1889, and the’
patient is still alive and well. B. 31-aliggtant : In cases of
sarcomata or other malignant type of growth originating in,
the humerus, in the soft parts in the region of the shoulder--
joint, or in any portion of the scapula, in which the axillary
glands are already involved when the patient comes under
notice I would urge that the interscapular thoracic amputa-
tion should be resorted to if any operation be undertaken.
Some of you may remember the case of a patient, aged

fifty-two, who was admitted into the hospital on May 8th,
1891, suffering from a sarcomatous growth the size of a
small Tangerine orange, springing apparently from the inter-
muscular septa on the outer side of the lower third of the-
right arm and implicating the skin. Amputation of the arm
was advised and declined. On July 4th he was readmitted,
having since he left the hospital been treated by the loca!
application of caustics by a "cancer-curer." " It was then
seen that there was a crater-like ulcer, involving two-thirds
of the circumference of the limb, extending as high as the
middle of the humerus. The bone was exposed and several
severe attacks of haemorrhage had taken place. The entire
limb was osdematous and the axillary glands were enlarged.
Amputation at the shoulder-joint by skin flaps was per-
formed next day, and the axilla as far as possible cleared
out. He left the hospital apparently well on Aug. 16th.
Microscopically the tumour was found to be a mixed-celled sar-
coma with a preponderance of round cells. In February of
this year the patient was again admitted, as the cicatrix was.
involved in a recurrent growth which had ulcerated and
seemed adherent to the scapula and chest wall. He com--

2 Vide Table of cases by writer in the Medical and Chirurgical Trans-
actions, vol. lxxiii.

3 American Journal of the Medical Sciences, vol. lvi.
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plained of excruciating pain, only alleviated by opium, and
was urgent that some operative effort should be made for his
relief. He had lost much flesh, and could only take a mini-
mum quantity of food daily. It was pointed out to him that
his present condition was not a satisfactory one for any
operation ; but as he elected to take all risks involved, on
Feb. 16th I removed the scapula and two-thirds of the clavicle
by Berger’s method, getting well clear of the sarcoma, remov-
ing all the pectoral muscles that remained, and exposing the
ribs, but having sufficient skin flaps left to cover in the stump.
At the time of the operation there did not appear to be much
shock, and the patient subsequently expressed himself as
nearly free from pain. He was, however, very restless and
vomited all nourishment, so that nutrient enemata had to be
resorted to, but he died exhausted on the evening of Feb. 18th,
sixty hours after the operation.

Dr. Ratcliffe’s post-mortem notes say : Body fairly well
nourished. Operation wound nearly healed. No signs of

secondary growth in the lungs, the thoracic walls or abdo-
minal organs. "

I have little doubt that at the time of the first operation
the axilla was not efficiently cleared. Although to the feel all
the affected glands appeared to be removed, yet probably
some infecting nucleus remained, and the recurrence of the
growth was rapidly apparent. A wider operation, accom-
panied as it would have been by a visible clearing of the
whole axilla, would, in my opinion, have afforded the patient
a better chance of permanent recovery. Youth is not to be
considered an objection to the performance of the inter-

scapular thoracic amputation when malignant sarcomata
have to be dealt with.

In February, 1883, I removed the entire right scapula of a
girl aged twelve for a periosteal sarcoma involving both
surfaces of the bone. Haemorrhage was free. Owing to the
skin being involved there was hardly sufficient flap left to
oover in the exposed surface, and the time occupied in the
performance of the operation was as long as that needed for
the major proceeding. The shock was great. The patient
,died the same day. At the necropsy infected axillary
,glands were discovered which had been overlapped during
- life by the primary growth, and so had escaped detection.
In a similar case, with our present knowledge, I should
sremove the entire upper limb.

3. Mr. Frederick Treves 4 hfts advocated the performance of
this operation in cases of " big arm " occurring late in mam-
mary carcinoma, and reports a case in which, at least as a

palliative measure, the immediate result was successful. An
Italian surgeon, Domenico Morisani, performed the operation
for abreast cancer in March, 1885, upon a woman aged fifty-
four; the entire upper limb, part of the clavicle, the
mammary gland, and portions of the second, third and
fourth ribs with their intercostal muscles being removed.
Death resulted from shock, as the thoracic cavity was widely
opened. The interscapular thoracic amputation and

Berger’s systematic method of performing it has only to
be more widely known amongst English-speaking surgeons
to meet with that recognition which I think its merits

justly deserve.

A NEW METHOD OF EXCISING THE TWO
UPPER PORTIONS OF THE RECTUM AND
THE LOWER SEGMENT OF THE SIGMOID
FLEXURE OF THE COLON.
BY H. WIDENHAM MAUNSELL, M.A., M.D.DUB.,

LATE LECTURER ON SURGERY IN OTAGO UNIVERSITY AND LATE SENIOR
HONORARY SURGEON, DUNEDIN HOSPITAL, NEW ZEALAND.

CHRONIC intestinal obstruction is usually met with in
persons of advanced years, and the seat of obstruction is

generally in the lower part of the large intestine. If the
disease causing the obstruction invades any part of the gut
from the stomach to the middle segment of the sigmoid
flexure of the colon, it may be excised in the manner I
have indicated in the March number of the American
Journal of tlae Medical Sciences. I will now deal with cases of
carcinomatous stenosis involving the rectum and the
lower segment of the sigmoid flexure of the colon. Car-

4 THE LANCET, vol. ii. 1891.
5 II Morgagni, Agosto-Ottobre, 1885.

cinomas invading the lower segment of the sigmoid
flexure of the colon and the upper two-thirds of the rectum
are tabooed by all practical surgeons as not amenable to
radical trcatment on account of their anatomical inaccessi-

bility. All these cases are condemned to die either from the
immediate effects of intestinal obstruction or, having been
provided with an artificial anus in the loin or inguinal region,
they are abandoned without hope to linger on for a few
months until death relieves them from their loathsome con-
dition. No operation has yet been devised for completely
excising the rectum. Mr. Treves says, in his excellent
"Manual of Operative Surgery" : "Excision of the
rectum or proctectomy is carried out in certain cases of
malignant disease involving the anus or lonver part of the
rectum. The term is misleading inasmuch as the rectum is
never excised, but only a comparatively small part of it.......
Very rarely does the excised portion measure more than three
inches in length." By experimental investigation I have
ascertained that the semi-fixed condition of the upper three-
fourths of the rectum is almost entirely due to peritoneal
attachment ; when this is severed it becomes an easy matter
to invaginate any portion of it out through the anus where
the diseased segment may be ablated and the continuity of
the bowel restored in a surgeon-like fashion with little risk to
the life of the patient. Before going any further I shall inquire
into the relations of the peritoneal covering of the rectum in
its normal condition. The upper three-eighths of the rectum
in the adult is completely invested by peritoneum and is con-
nected to the sacrum behind by a duplicature of that mem-
brane called the "meso-rectum "; the length of the duplicature
varies in almost every case. The middle portion is covered
with peritoneum only on its anterior surface and the

lower portion receives no peritoneal covering. On the

posterior surface of the gut there is no peritoneum
below a point five inches above the anus. What are the
abnormal conditions commonly found in the peritoneal invest-
ment and what surgical affection is consequent on this
abnormality ? The upper portion of the rectum may have an
abnormally long meso-rectum and the second portion may be
completely covered with peritoneum and be connected with
the sacrum by a meso-rectum. This abnormal condition is

generally associated with true procidentia recti, where all the
walls of the upper part of the rectum descend through the
lower part and protrude outside the anus. This condition is
a true intussusception. The only portion of the rectum fixed
by the muscles and pelvic fascia is entirely below the upper
limit of the levator ani, which is not more than an inch and a
half from the anus. Above this point the straight gut is
merely suspended by a reflexion of peritoneum. If the
disease invades the lower third of the rectum the most satis-

factory method of ablation is by a modification of Professor
Verneuil’s posterior dorsal incision, whereby complete
sphincter power may be retained after the operation.
Should the disease attack any portion of the upper two-

thirds of the rectum or the lower segment of the sigmoid
flexure of the colon the procedure is as follows :-

1. For a few days previously to operating the patient is fed
with small quantities of farinaceous food and beef-tea.

2. Night and morning the stomach and lower part of the
rectum are thoroughly irrigated with hot water and salt (half
a drachm to the pint).

3. The lower portion of the rectum and anus below the car-
cinoma is cautiously dilated with a small Barnes’s bag or
bivalve vaginal speculum, well greased with iodoform oint-
ment.

4. The patient is kept in bed, and the surface of the
abdomen and perineum is rendered thoroughly aseptic with
nail-brush, soft soap, shaving and bichloride solution. Pre-

viously to operating the limbs and upper part of the chest
are covered with wadding and the patient placed on a
portable rubber operating mattress filled with hot water, as

made to my order by Maw, Son and Thompson.
5. When thoroughly under the influence of an anaesthetic

the patient is placed in the lithotomy position.
6. The assistant surgeon sits at the end of the operating

table. He first divides the sphincter nni backwards towards
the coccyx with a straight probe pointed bistoury and then
passes a large bivalve vaginal speculum or Bruce Clarke’s
three-bladed bladder speculum through the anus up to the
cancer. Holding the speculum in position he cautiously
dilates the lower end of the rectum. The free division of the
sphincter ani prevents the subsequent distension of the rectum
with flatus and the possible tearing out of the circumferential
sutures.


